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The views, opinions, and content expressed in this 

presentation do not necessarily reflect the views, opinions, or 

policies of the Center for Mental Health Services (CMHS), the 

Substance Abuse and Mental Health Services Administration 

(SAMHSA), the Health Resources and Services Administration 

(HRSA), or the U.S. Department of Health and Human 

Services (HHS).



Reassessment and 

Using Data
2018 PBHCI Regional Meeting



20%

33%

35%

cohort 7

cohort 8

cohort 9

33%

21%

37%

26%

36%

38%

Northeast

Mid-Atlantic

Midwest

Southeast

Central

West

Percent of grantees in each region/cohort meeting 

the reassessment target (80%) in FFY18 Q1

34 of 111 grantees (30%) 

are meeting their 

reassessment target



Reassessment Rate of Each Midwest 

Grantee (FFY18 Q1)

0% 0%

6%

16%

35%

43%
46%46%

53%
56%58%

64%
67%

70%70%71%
76%77%78%79%

82%84%85%86%

92%93%93%94%94%96%
100%



Main Reassessment Concepts

1. Identify people who are due to be reassessed

2. Reassess them (both interview and H 

indicators)

3. Enter data in SPARS



Best Practices – identify people who are 

due for reassessment

• Use SPARS or your own document.  No one correct 

method as long as your information is accurate

• Start calling them as soon as the reassessment 

window opens. You have 60 days, don’t wait until the 

last minute!

• Do you schedule the interview or engage with the 

individual when they’re onsite?  



Best Practices – getting the interview 

and H indicators

• Make sure you have enough people trained to do NOMs interviews

• You can offer incentives

• Schedule bloodwork if necessary



Best Practices – entering the data into 

SPARS

• You have 30 days to enter a complete NOMs interview 

into SPARS

• Make sure you have a process for adding H indicators 

to SPARS if the information is not available when the 

interview is complete



Additional Best Practices

• Check your reassessment rate often

• Check missing H indicator report often

• Draw out a workflow of your reassessment process  

Aids in consistency and tinkering with your process  



Group Conversation

What clever or innovative practices have you used to 

collect information at baseline and reassessment?  



Reassessment Resources

• Your fellow grantees

• CIHS Evaluation Toolkit

https://www.integration.samhsa.gov/pbhci-learning-

community/toolkit-evaluation-quality-improvement

• Quarterly Evaluation Affinity Calls

• Emailing Aaron Surma

AaronS@TheNationalCouncil.org

https://www.integration.samhsa.gov/pbhci-learning-community/toolkit-evaluation-quality-improvement
mailto:AaronS@TheNationalCouncil.org


Panel Conversation



Discussion Questions

How did you collect the data?

• Did you collect anything besides PBHCI?

• Clever collection techniques?

How did you prepare the data?

• Did you use special software?  In your EHR?  Did you hire someone?

What did you prepare? 

• What information are you sharing?  Health outcomes?  Cost savings?

Who did you share it with?

• The state?  Managed care?  ACO?  Grant applications? Newspaper?
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What is the “why”? 

• Mid-State Health Network organizes and empowers a network of publicly-

funded community partnerships

• Purchased access to ZENITH/ICDP for the network with the goal to 

improve population and integrated health activities and coordination of 

care with MHPs. 

• Complex care management/coordination

• Integration of SUD with physical and behavioral health with Medicaid health plans

• Improvement of population health outcomes





Dashboard



KPI Measures



Admissions



Care Alerts



Team Summary



Consumer Longitudinal Health Record



ED and other Visits



Partners



Pre Visit Planning



Web: www.ztscorp.com

Phone: (248) 537-8900

Email: sales@ztscorp.com

Colleen Sproul

Director of Health Home and Integrated Care

Phone: (988) 272-0259

Email: csproul@sccmha.org

Contact Information

http://www.ztscorp.com/


Questions?
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How do we use data and dashboards

• Clinical decision making

• Schedule synchronization

• Upcoming Visits

• Reassessment Tracking

• Sustainability

• Integration promotion

• Revenue generation

Whole Health Clinical Group 



SAMHSA Upcoming Visits Report

SAMHSA Upcoming Visits Dashboard  

( 3/5/2018  - 3/9/2018 )
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3/6/18 Initial 01/07/2018 02/06/2018 03/08/2018 4 2 1 120/81 2/2/18 51 2/2/18 160 2/2/18
Need MI & 

BW

3/7/18 Initial 02/05/2018 03/07/2018 04/06/2018 0 0 0 140/74 2/22/18 105 2/22/18
Need MI & 

BW

3/7/18
24 

mo.
03/02/2018 04/01/2018 05/01/2018 2 0 1 129/82 9/8/17 124 9/8/17 191 9/8/17 121 9/8/17 21 9/8/17 5.2 9/8/17 152 9/8/17 28 101 117

Need MI & 

BW

3/8/18
12 

mo.
3/9/18 4/8/18 5/8/18 3 0 0 128/72 12/5/17 105 12/5/17 181 12/5/17 3 12/5/17 5.4 10/5/17 151

10/5/1

7
39 94 89

Need MI & 

BW

3/8/18
12 

mo.
02/14/2018 03/16/2018 04/15/2018 9 0 2 118/72 2/5/18 50 2/5/18 152 2/5/18 76 1/8/18 1 2/5/18 5.2 8/8/17 138

1/16/1

7
46 68 121

Need MI & 

BW



EHR Modifications for SAMHSA 

Upcoming Visits Report

1. Specialized SAMHSA visit types and specific SAMHSA window designations 

allow our report writers to determine which month window to populate for that 

visit.

2. We enter the initial NOMS date into structured data in our EHR to use as an 

anchor date to calculate the future window open and close dates. 

3. We are then able to give the provider a status update which tells them if they need 

to collect the mechanical indicators, bloodwork, or both by determining if any of 

these H indicators have already been collected during the specified date range. 

This allows us to reduce overcollection and cost.



SAMHSA Reassessment Dashboard Tracker  

As of  3/19/2018

Grant Enrollee Program
Care 

Coordinator
6 Mo Open 6 Mo Target

6 Mo 

Close
6 Mo NOMs 

6 Mo PC 

Visit
Status

O
p

en
 N
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CSP Team 1 01/25/2018 02/24/2018 03/26/2018 01/31/2018 NEED PC Scheduled NOMs Completed

CSP Team 2 01/26/2018 02/25/2018 03/27/2018 NEED PC Scheduled & NOMs

CSP Team 1 01/28/2018 02/27/2018 03/29/2018 02/08/2018 NEED PC Scheduled NOMs Completed

CCS 02/05/2018 03/07/2018 04/06/2018 NEED PC Scheduled & NOMs

CSP Team 3 02/05/2018 03/07/2018 04/06/2018 2/14/2018 PC Completed NEED NOMs

CCS 02/11/2018 03/13/2018 04/12/2018 NEED PC Scheduled & NOMs

CSP Team 2 02/12/2018 03/14/2018 04/13/2018 3/21/2018 PC Scheduled NEED NOMs

CSP Team 1 02/16/2018 03/18/2018 04/17/2018 NEED PC Scheduled & NOMs

CCS 02/17/2018 03/19/2018 04/18/2018 03/09/2018 NEED PC Scheduled NOMs Completed

CCS 02/22/2018 03/24/2018 04/23/2018 NEED PC Scheduled & NOMs

CCS 02/24/2018 03/26/2018 04/25/2018 NEED PC Scheduled & NOMs

CCS 02/25/2018 03/27/2018 04/26/2018 2/28/2018 PC Completed NEED NOMs

TCM 03/08/2018 04/07/2018 05/07/2018 NEED PC Scheduled & NOMs

CSP Team 1 03/09/2018 04/08/2018 05/08/2018 NEED PC Scheduled & NOMs

CCS 03/18/2018 04/17/2018 05/17/2018 NEED PC Scheduled & NOMs

CCS 03/19/2018 04/18/2018 05/18/2018 3/8/2018 PC Completed NEED NOMs

SAMHSA Reassessment Tracker 

Report



EHR Modifications for SAMHSA 

Reassessment Tracker Report

1. The NOMS Date is used as an anchor date to generate a list 

of clients who currently have an open window. 

2. If a Reassessment Interview Packet has been completed the 

NOMS date that corresponds to that specific reassessment 

window is entered into the structured date. This date pulls 

onto the report and feeds into the status column.

3. We then use the visit type and reason note to determine if the 

primary care appointment has been scheduled, completed, or 

missing. 



SAMHSA Dashboard

Data sources:

• Excel spreadsheet that serves as a 

client roster and progress tracker

• EHR (eClinical Works)

• SPARS



SAMHSA Dashboard



Schedule Synchronization



Questions?



Optional Team Activity (depending on time)

• Make a plan for improving reassessments

• Make a plan for sharing data with external 

stakeholders


